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Revascularization of midaortic dysplastic syndrome
Qi Liu, MD, Xiaojun Song, MD, Changwei Liu, MD, and Yuehong H. Zheng, MD, Beijing, ChinaA 15-year-old boy presented with an incidental finding of severe hypertension
(190/100 mm Hg). Computed tomography angiography (CTA) showed
marked narrowing of the aorta, the orifice of the celiac artery, the superior
mesenteric artery (SMA), and the bilateral renal arteries. The three-dimensional
image reconstructions demonstrated coarctationof aorta, the archofRiolan, the
stenosis of the bilateral renal arteries, andmultiple collateral vessels (A).
An aortoaortic bypass with a polytetrafluoroethylene graft and aortobi-
renal arterial bypasses with autologous great saphenous veins were per-
formed. We obtained a satisfactory exposure through a transperitoneal ap-
proach with a longitudinal paramedian laparotomy incision. Operative
findings included aorta coarctation extending 10 cm, with a 4-mm diam-
eter, and severe stenosis of the bilateral renal arteries. An end-to-side anasto-
mosis from the artificial graft (8mmdiameter) to the aorta was completed. A
significant graft curve was reserved for future development of the young boy.
Two individual autologous saphenous vein grafts were subsequently anasto-
mosed end-to-side to the artificial aortic bypass graft (B).
Evaluationat8months showedthat thepatient’shighestbloodpressurewas
130/80mmHg, without therapy with antihypertensive medication.
DISCUSSION
Most congenital aortic coarctation involves only a short segment of
the aorta and is typically located in the thoracic segment. Less well known
is that this disease patternmight not be confined just to the aortic arch but
may also be found in the descending thoracic and abdominal aorta in 0.5%
to 2.0% of patients.1 This is often called middle-aortic syndrome.
Computed tomography angiography offers convenient, fast, sharp
images and avoids the morbidity associated with percutaneous aortogra-
phy. Renal artery stenosis was traditionally treated with percutaneous
transluminal angioplasty in adults. Despite the high technical success rate,
percutaneous transluminal angioplasty produced improvement of blood
pressure control in a smaller proportion of children.2
The indications for surgery include severe hypertension and end-organ
damage. In selecting a proper operation, future body growth and long-term
graft durability are of concern because many of these patients must be
operated on early in life.3 For exposure of the descending thoracic and upper abdominal aorta, it is typical to perform a standard
retroperitoneal approachwith a thoracic-abdominal incision.Weused a transperitoneal approach in this patient anddid not divide
the diaphragm. We obtained a satisfactory exposure and minimized surgical injury through appropriate division and traction. In
this case thewell-developed archofRiolanmayprovide enoughflow to the superiormesenteric artery that the patient didnot have
abdominal pain. Superior mesenteric artery revascularization did not appear to be necessary.
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